MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _63_0081'?2

DEPARTMENT OF. PUDLIC HEALTH AND WELFAR
0 Jo Q 6 STATE FILE NUMBER
Registration District No. cmmue._ ____.Prlmury Roglah'nhon District No. ~--~u-Registrar's No, ... e

1. PLACE OF DEATH ’ 2 USUAL IESIDEIIC! {Where deceased lived. If institution: Residencs befors

s COUNTY St.Charles - ' e STATE Hiasouri"’ COUNY S Lharfes e
k. C(I)‘I: {If outside corporate limits, give TOWNSHIP only) tength of stay in 1b c. CiTy Inside Limits
. ) . OR
TOWN - - St. Charles 1 day owv  O'Fallon Yorfg No O

¢ FULL NAME OF {1f NOT In hoapitel, give locetion) Inside Limits d. STREET (1 cviside, glve jocation) Resids on Ferm -
HOSPITAL OR . ADDRESS

INSTITUTION St Joseph's Hospital Yes (3¢ Mo [ 410 South Main S5t Ye: O No

TWAME OF DECEASED First Middis Tawt 12 DAIE Month Tay
(Type or print) . .

DO NOT-WRITE
ON THIS STUB AMENDED

V5 300
Rev. 4/ 59

.

b748)
92

OATE AMENDED

Year

: OF

Stephen R Quante . DEATH  February 28 1963

0 5. SEX . N &. COLOR Qt‘RACE 7. Marribd%! Never Mnrrle_d o 18 DATE OF BI?TH 9. AGE (last birthday) [IF U:\IhDEH 1 YEAR | IF UNDER 24‘ HR
male -~ | white Widowed O Oivereed O | ] (0211 88 Th o | Beve [t} M

10a. USUAL. OCCUPAI'ION Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stete or-country}:| 12. CITIZEN-OF- WHAT COUNTRY -

Superintendent (retired) | Cupples-Hesse Co | St. Louis, Missouri U.S.A,

13a. FATHER'S NAME: 13b. MOTHER'S MAIDEN NAME t4. NAME OF HUSBAND OR WIFE

John Quante . Gertrude Krang Della Quante

15. WAS DECEASED EVER IN U.5. ARMED FORCEYS 14 SOC1AL SECLIRL NO. 17, INFORMANT A;greu
0 Main Street

(Yes, nww unknown) I(!f yas, nive-u_lar‘or dates d / g Mrs Della t,

18, CAUl! O! DEA'I'H (Enhr only one cause p - INTERVAL BETWEE&I

PART 1. DEATH WAS CAUSED BY: _ . ONSET AND DEAT
IMMEDIATE CAUSE (a) %m W :

Conditions, if any, DUE TO (b). #’f ﬁv‘d' } W {

‘which gave rise to
above cevse (a), . . .
. stating the under- o - . . A I
Jying  cause  last. DUE ‘IO {el

PART Ii.- OTHER SIGNIFICANT CONDIIIONS CONTRIBUTING TO DEATH but not related to Iho terminai PART 111, If ‘decessad was femisle .was
' dissass condition given in PART I (a} . thete & pregnancy in last 90 deya

. m rD'y“ I 0O Me l ] Unknown
19. WAS AUTOPSY | 20a. ACCIDENT ICIDE HOMDICI 20b. DESCRIBE HOW INJURY OCCURRED. (Enfor natvre ot injury in P.AlI"I or PART 11 of item 18.)
‘a O .

PERFORMED?
YES [] .
20c. TIME OF " Hour  Month, Day, Yeer e
INJURY am, - A
pam, . : . o . .
: : R 706, PLACE OF INJURY {e.g., in or about home, | Z0f. CITY, TOWN, OR-LOCATION — COUNTY STATE
20d. \IHI?P'I?L%YA“JICV(\I%II!RKED farm, factory, street, office” bldg., ete.) .
NOT WHILE AT WORK [J

- Fi 4 - s e . _y .
21" 1 ettended the decensed from . _ 872‘"0 /43 o IR/ A o tasr saw ouive m_zam___

Death occurred at by & 'ao_a_-_m__ m on the date stated abave, and to the best of my knowledge, from the causes stated.

egrgaar fifle) T35, ADDRESS T 22, DATE SIGNED
S ’ S ity Yo 2263

| 236, DATE Z3c. NAME OF CEMETERY OR CREMATORY . ] 23d. LOCATION Iley, town, o county) {State}

March 4,1963| - Calvary Cemetery St, Louis Missouri

URIA
e )
ERAL DI R ADDR g]_ 25. DATE RECD. BY LOCAL REG. . REGISTRAR’'S SIGNATURE
Yath 1 &n, Inc., 216l E. Fair Av 3 /-3 / |

——.—-SbT—baurB—, HLESTUT o emonimers 3 on Reverte Side}

DOCUMENT
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MEDICAL CERTIFICATION

USE BLACK INK
OR o
TYPEWRITER RIBBON

ITEM NO.[ 3HOULD READ

BY AFFIDAVIT OF




STATEMENT. BY LICENSED EMBALMER

! heréby cerfify that the body whose name is recorded on the reverse side of this certificate' was embalmed by me,

“or by : ) ™ Student Embalmer No.

working -under.my personal sUpérvision..

Student____~

) Signature of Student Embalmer

N Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Fallure 1o oornply
" with the above constitutes grounds for revocation of license).
i embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embafrned fact should be so stated above ’

ST e . . -




